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A N important goal of mental health organizations is to / \ increase public acceptance of treatment for emotional £ j^and mental disorders and, to this end, active cam paigns are conducted to teach the public to recognize these disorders and to seek professional care. An awareness of a men tal illness or of a personality or behavior problem may be aroused and an interest in treatment may be stimulated but the pathway to obtaining the proper professional service is not so clear to many people as it is in the field of medical care for physical illness. The great variety of problems in cluded in the neuropsychiatric category, sometimes of an urgent nature and sometimes only vaguely recognized, to gether with lack of knowledge of available community serv ices for specific problems frequently make it difficult for an individual to find his way to the proper service. T o meet the need for advice and guidance concerning mental health facili ties, some community mental health associations have pro vided a telephone referral and information service.
A study of the experience of the Brooklyn Mental Health Association with a telephone information service was spon sored jointly by the Brooklyn Mental Health Association and the Milbank Memorial Fund. This report is based on a tabula tion of the records for all inquiries during the eleven months July, 1956 , to May, 1957 , and a followup call to a sample of the inquirers to find out whether recommendations had been followed and with what results. Except for very few, the re quests for information were taken care of by one of us (M .S .), a psychiatric social worker with long experience. At the time the service was being given, no study of the inquiries had been planned and the information recorded for each inquiry was that volunteered by the caller or elicited for the purpose of understanding the problems sufficiently well to make a proper recommendation. The data available on the records are described more fully below. Since considerable information had been recorded for nearly all the inquiries, this analysis of the inquiries was undertaken in order to obtain some statistical estimate of the frequency of different types of problems for which people sought advice. Such data on how the information service was being used would be helpful, it was thought, in evaluating the need for a telephone referral service.
Tabulations of the calls for advice, however, cannot reveal the element of great personal need often expressed nor the value to the caller of the advice received. Some callsi, of course, are simple requests for a service, such as an evening psychiaatric clinic or a low fee clinic, but more are for guidance and advice on what to do. In this latter group, the situations pre sented cover a wide range; there may be a threat of suicide or a complaint about the long waiting time for therapy after being accepted at a clinic. Before the statistics on inquiries and referrals are discussed, it may be helpful to point out some special qualities of a telephone service. Policy and judgment with regard to the value of a telephone referral service should take into account any special functions it may serve as well as the quantitative demand for referrals.
There are two aspects of a telephone service that make it different from clinic or agency services. First, it takes less motivation to pick up the phone and dial a number that one has heard about than to make the effort to choose a place to go, accomplish the necessary transportation, face a building, an elevator, a secretary or receptionist and finally be face-toface with the person to whom one must talk. Second, the tele phone contact that is so quickly and easily made has an ano nymity and impersonal quality and in response to the simple question " What can I do for you?" the caller immediately pre sents the core of the problem. The answering professional is sympathetic and understanding and by giving encouragement and reassurance can establish a relationship which sustains the continuing confidence of the caller. It was a surprising experience to M.S. to learn how completely the public trusts the answering service. Unfaithful husbands and wives gave their names and addresses and others gave facts that could damage their personal security seemingly without worrying about being betrayed.
A telephone service is a challenge to the advisor who must be sensitive to diagnostic manifestations and quick to react to the caller's anxieties. An emergency situation is present only rarely, but frequently there is need to find a proper resource without delay. A few examples will show how this service was called on to advise and help the caller to solve a problem rather than simply to direct a person to a clinic or therapist.
Depression and contemplated suicide were discussed and the need for prompt action was indicated. For example, a frightened eighteen-year old young man asked for an analyti cally-trained Catholic psychiatrist who accepts the commands of his Church and is accepted by official Catholicism and will also accept instinctual deviations. This young man was a homo sexual who became infected with syphilis. As a result of this, anal surgery had to be done and the surgeon, who was to be paid by the boy's mother, thought it wise to tell the mother the cause of the illness. She was threatening suicide from shame.
A Negro man and white girl from a coeducational university who were in love came to the office to ask about a psychiatrist for the girl's mother who threatened suicide if they married.
Relatives of patients in State hospitals often called with questions that should be answered either by the hospital phy sician or by the Social Service Department. The tremendous size of the hospitals seems to intimidate; and there is a need to help the relatives to relate to the hospital personnel, to dis cuss with them questions on discharge, rehabilitation, and after-care therapy.
Inquiries to a M ental Health Association
Vocational problems were brought to the information serv ice. A former U.S.A. flier who had an excellent combat record had a total breakdown in a highly competitive industrial plant. He did well in another job. Inquiries were made about finding employment for young schizophrenics, and about special train ing for persons of low I.Q. or for persons with some physical disability.
Worried, anxious mothers called to discuss their children's behavior and to get advice about whether psychiatric help was needed. Sometimes there was conflict between the parents over accepting psychiatric care that had been recommended for the child.
Quite a number of calls were from persons under treatment who were dissatisfied or finding the experience painful and wanting to escape. Usually some explanation of the therapy relieved their doubts. At times, the psychiatrist was called and told about the patient's difficulties.
For the population that used the telephone information service of the Brooklyn Mental Health Association, it is evi dent that referral to a resource where a specified service could be obtained was only one part of the help given to those who called. Equally important for many callers was the sympa thetic understanding of the answering voice and the assurance given that they could be helped in finding a way to take care of their problem.
The present report is concerned chiefly with an analysis of the available information on characteristics and problems of the individuals for whom inquiries about care or service were made to the Brooklyn Mental Health Information Service (B M H IS) during the period July, 1956 , to May, 1957 . General inquiries about community resources that were not related to a specific individual have not been included. In addition, for a sample of inquiries, a follow-up call made to the inquirer from 8 to 19 months after the initial inquiry provides information on whether the recommendations were followed and what re sults were obtained.
6. Agency or person who referred the inquirer to the informa tion service.
7. Information requested, such as name of a private psychia trist or reduced fee clinic; or a description of the situation or problem for which a recommendation for care or service was being sought.
8. Disposition of case, i.e. where the inquirer was referred for service.
9. Present treatment status or history of care for the case. There was no question on the record slip for this information, but it was obtained, and recorded, for many cases as a means of evaluating the problem before referring to a particular resource.
The data available for the above items have been tabulated and are discussed with reference to the following aspects of the information service:
1. Inquirers: who called and who referred them to the BMHIS.
2. Population for whom a service was desired: sex, age and district of residence.
3. History of previous care for cases. 4. Type of care or service requested and nature of the prob lems leading to request.
5. Disposition of cases: types of community resources to which referrals were made or nature of recommendation.
SOURCE OF INQUIRIES AND REFERRALS
Inquiries for information were made for 1,166 persons during the eleven months included in this study. Regardless of the number of telephone calls or interviews involved in completing referral or disposition of a case, an individual has been counted as one " case" with the exception of 24 persons for whom a sec ond inquiry required a new referral. The initial contact was made by telephone in nearly all cases, but the 'phone call was followed by an office interview for 7.0 per cent of the cases. Inquiry was made by personal visit to the office for only 1.2 per cent of the cases. Type of inquiry for all cases was as fol lows: Relatives of the persons for whom care or advice was wanted make up the largest group of users of the BMHIS. As shown in Table 1 , nearly one-half of the calls (47 per cent) were from relatives; and one-fourth of all calls were from parents. More than one-third of the calls (36 per cent) were made by the person who wanted help for himself, i.e., were self-calls.
Only a few inquiries were made by a physician or psychia trist on behalf of a patient, 1.1 per cent of all calls. Also, an occasional inquiry came from an employer, lawyer, or church representative. Somewhat more often a " friend" called, 3.7 per cent of calls. It is probable that some of these were really self calls.
Representatives of various social and health agencies called the information service to obtain advice about resources for care for specific cases and these comprised about 11 per cent of the calls to the information service. Social agencies of the service type were the most frequent users of the information service with 4.5 per cent of calls. Medical and psychiatric clin- ics in Brooklyn or other boroughs also asked advice on behalf of patients, and made 3.4 per cent of the calls. Inquiries made by representatives of agencies are an incom plete measure of the use of the information service by these agencies. Many callers had been referred to the BMHIS by the social and medical agencies. Table 2 shows the referral source reported by the inquirer.
It is evident in Table 2 , that Brooklyn hospitals and medical clinics referred many persons to the BMHIS and 17 per cent of the inquiries were from these sources, in addition to the 2 per cent of calls made directly from these clinics. Medical services outside Brooklyn referred about 9 per cent of the in quirers. In all, 30 per cent of the cases had applied to or re ceived service from a medical or psychiatric resource before calling the BMHIS. An additional 1.7 per cent were referred by a private psychiatrist or physician. Eight per cent of the calls were by persons referred by a service-type social agency, in addition to the 4.5 per cent which were calls by an agency representative. Also persons associated with the schools in the City referred 4.5 per cent of the in quirers to BMHIS and called direct on behalf of an additional one per cent of the cases.
Thus, it appears that this information service of the Mental Health Association was used extensively by other agencies to assist persons with problems involving mental health in finding proper and available resources.
Those who called the BMHIS on their own initiative as a result of publicity, or other general information, constituted 18 per cent of the inquirers. If persons who had been referred by non-service agencies, such as the Manhattan Mental Health Association and other information centers are included, and also some for whom no referring source was recorded, the num ber seeking guidance from the BMHIS without any known intermediate contact with a service resource would constitute 44 per cent of the inquirers.
Referral Source in Relation to Self-Calls and Others. Of the 419 persons who called about themselves, 42 per cent had been referred to BMHIS from a medical or psychiatric facility. (Table 3 .) Presumably most of these had applied for or were receiving treatment and were unacceptable for service or for continued service. Reasons for non-acceptance are not known, but 13 per cent were referred from facilities outside of Brooklyn and 17 per cent from Kings County Hospital where overcrowd ing of psychiatric clinics was the rule. Only 5.7 per cent of those making self-calls had been referred by a social agency and 18 per cent had not been referred by anyone.
When a spouse was the inquirer, the referral source for 31 per cent of the calls was a medical or psychiatric facility. Nearly 28 per cent of inquiries by a spouse were made to BMHIS as a result of publicity or general knowledge of the service, and another 17 per cent were directed to BMHIS by a non-service community organization.
A parent calling about a child or a child calling about a parent had been referred by a medical or psychiatric facility for only 22 per cent of the calls. Nearly 15 per cent were re ferred by a social agency and 10 per cent by a school represent ative.
In summary, the largest percentage of referrals from medical and psychiatric facilities was for the self-calls and the smallest percentage of referrals from this source was for inquiries by parents or children, that is, calls for service for the young and the old people and for inquiries by persons not related to the case. A relatively large percentage of the parents were referred by school or social service representatives. The maximum per centage of calls made without any referral by a service facility is found for the inquiries concerning a spouse. The percentage of non-referred calls also is high for those made by persons not related to the individual concerned.
CHARACTERISTICS OF THE CASES
Color. The cases, or persons for whom some type of help was sought, were white persons with the exception of possibly three or four.3 This information was not asked, but probably almost all Negro cases were identified in the course of discussing the case.
Sex and Age. Inquiries about facilities for care were for per sons of all ages, ranging from the pre-school child to the very old. However, as shown in Figure 1 , 43 per cent of the calls were on behalf of young adults 20-39 years of age and 27 per cent were for children or adolescents. Relatively few calls, only 7 per cent, were concerned with services for persons 60 years of age or older.
The numbers of calls about males and females did not differ greatly. Male cases were 85 per cent of the female cases, but this ratio varied widely at different ages, as shown in Table 4 and Figure 1 . The greatest difference was for children aged 12 years or younger, and there were nearly three times as many calls about boys as about girls. During adolescence, calls about girls increased, but inquiries for boys were still 53 per cent more numerous than for girls.
After 40 years of age, calls were made for more than twice as many females as males. However, calls about young men from 20 to 40 years of age were only 20 per cent fewer than the number of calls about young women in this age group.
Among cases of each sex, slightly over one-half were persons aged 13 to 39 years. Thus, the maximum use of the information service related to care for young people.
The numbers of cases in the different sex-age groups express the volume of suitable services for persons in these groups that the BMHIS was called on to recommend. The case rates for sex-age groups shown in Table 4 indicate that the cases were distributed by age very unequally relative to the population and the distribution was different for the two sexes. The maxi mum case rate of 8.2 per 10,000 is found for white boys 13-19 years of age. At younger ages, the rate was 5.4 for boys and it was 6.2 for men aged 20 to 39 years. At 40 years and older the rate for men dropped sharply. For females, the maximum rate was 7.1 at ages 20 to 39 years, and remained fairly high, 5.5 per 10,000, at ages 40 to 59 years. These rates cannot be Table 5 . Relationship of inquirer to cases classified by sex and age. percentage of the white population of Brooklyn in that Dis trict. This ratio would be approximately 1.0 if the use had been about equal for different Districts, but the ratio varies from a low of 0.4 to a high of 1.8. Since the address was not given for The Health Center Districts are not homogeneous with re spect to economic level, of course, but the ratios suggest broadly some association between socioeconomic status and use of the information service. The three " Low-Use Districts" are, in general, among the lowest rental areas. The " MediumUse Districts" include much of the highest rental areas, but are very heterogeneous, and the socioeconomic status of the users of service is unknown. 9 S ee footnote 4 for method of allocating unknowns.
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mal use from low-income Districts suggests a need to reach these groups with education about mental health problems and about ways to get help for them.
. HISTORY OF TREATMENT
The information recorded about previous treatment or serv ice probably identifies most of the persons who had had any care related to the problem presented. The care reported, how- 2 Includes shock treatment and psychotherapy' with source not specified. 4 Includes treatment for physical disabilities, epilepsy, mental retardation, speech and all medi cal conditions; also tranquilizers from doctor* and percentages of cases with each type are shown in Figure 4 . Some care related to the present problem was reported for approximately one-half of the cases, and there was very little difference by sex when all ages are grouped.
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Nearly 5 per cent of both male and female cases were in a psychiatric hospital or institution at the time the inquirer called. This includes 22 persons (2 per cent) in Kings County or other hospital for temporary care. Another 11 per cent of the males and 15 per cent of the females had a history of hos pitalization for psychiatric care. Some outpatient psychiatric service by a private psychiatrist, in a clinic or a guidance cen ter, was reported for 15 per cent of both the males and the females. A psychologist, special school, or rehabilitation agency had given service to 3 per cent of the males and 1.8 per cent of the females. Thus, 34 per cent of the males and 36 per cent of the females had had some previous care which ranged from psychological testing or psychiatric consultation once or twice to hospitalization for many years.
Medical specialty service for problems such as epilepsy, cerebral palsy, physical disabilities, mental deficiency, etc., or general medicine was reported for 9 per cent of the males and 10 per cent of females. For about 3 per cent of the cases, a so cial or other community agency had given the only previous service reported for the current problem.
Recent or Current Treatment Reported. Many persons who had a history of some treatment apparently had not been un der care in recent months, although the exact time of discon tinuance of previous care usually was not recorded. As shown in Table 8 , no recent care was reported for 75 per cent of the cases (77 per cent of the males and 74 per cent of the females). Only 13 persons, or 1.1 per cent of the total, reported that they had applied for care and were waiting to be notified of accept ance. In addition to the 5 per cent of cases who were inpatients at the time of inquiry, 8 per cent of the males and 9 per cent of the females had been going to a psychiatric clinic or seeing a private psychiatrist.
16 per cent of the boys and 12 per cent of the girls, some psy chological or psychiatric service was reported; and 17 per cent of the boys and 9 per cent of the girls had been under medical treatment or care of a social agency, Table 10 .
At ages 13-19 years, the proportions having a history of treatment were higher than at the younger ages, especially among girls. Eight of the 53 girls (15 per cent) and 7 of the 81 boys (9 per cent) had been or were at the time of the call inpatients of a psychiatric or correctional institution. Another 17 per cent of the girls and 19 per cent of the boys had had
The Milbank M em orial Fund Quarterly vious care and the inquirer reported no referral for 28 per cent of these and referral by a non-service source for 27 per cent. Social agencies had referred 31 per cent, and a medical resource only 13 per cent. In the teenage group, 61 per cent had had no previous care. Among these, referrals from a medical re source increased to 38 per cent, and social agency referrals were only 16 per cent. Apparently the parents of the teenage group were more likely to have consulted a medical resource about the problem than a social agency, but for the younger children the reverse is indicated.
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8 Inquiries by a psychiatrist, physician or from a hospital, clinic, or social agency are counted in corresponding category o f referrals.
8 Includes all psychiatric service, psychological service, and testing and rehabilitation. 4 One case had service from a social agency and also psychiatric care.
Inquiries about persons who were in a mental hospital were made by a relative with few exceptions. Only 27 per cent of the inquirers had been referred to BMHIS by a medical re source or social service agency.
Slightly more than one-third (36 per cent) of the former inpatients called about themselves. Approximately one-half of these self-calls were made to BMHIS on referral by a service agency, usually from a medical resource. Relatives or friends made 59 per cent of the calls about former inpatients and only one-third of them had been referred by a medical or social service agency.
Self-calls were more than one-half (57 per cent) of the in quiries about persons for whom previous outpatient psychiatric or psychological service was reported. Among those who called about themselves, 55 per cent had been referred by a medical resource, including psychiatric and psychological sources for care; and 5 per cent had been referred by a social service agency. When a relative or friend called about a person with previous psychiatric care, only 42 per cent of the inquirers reported re ferral by a medical or social service resource.
Self-inquiries were made by the same percentage of the per sons with no history of care (57 per cent) and with history of outpatient psychiatric care, but a higher percentage of the no care group called without any referral from a service resource, 52 per cent compared with 40 per cent. Calls by relatives or friends were made without referral from a service resource for about the same percentage of the cases without any previous care and of those with previous outpatient psychiatric care.
In general, more than one-half of the persons with previous care who were seeking advice about obtaining some other serv ice were referred to the BMHIS by a treatment facility or social service agency, but when relatives or friends inquired about service they were more likely to have called directly without having been referred from a service resource. Many of the re ferrals and calls from psychiatric or medical resources were made by services outside of Brooklyn.
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Some type of psychiatric service was specifically requested or information related to hospitalization was asked by approxi mately one-fourth of the inquirers. Only 3 per cent of calls concerned hospitalization, including institutional care for emo tionally disturbed children. A private psychiatrist was re quested by 4.0 per cent and a psychoanalyst by 1.4 per cent of the inquirers. Information about obtaining treatment at an outpatient clinic was asked by 5.1 per cent of the inquirers;
The Milbank Memorial Fund Quarterly qualifications of a resource or to obtain advice about treatment already being received or arranged for. The special subgroup of " depression" cases made up 12.7 per cent of the total. As shown in Appendix Table II, the majority were classified on the basis of subjective symptoms described, a few had been diagnosed, and some were classified on the basis of behavior, such as attempted or threatened suicide.
The interrelationship between sex, age, and type of problem is evident in Table 14 and Figure 6 . Although about 61 per cent of the males and also of the females had problems classified in one of the three major categories, the frequency of cases in each of these categories differed greatly by sex. Thus, behavior prob lems were nearly twice as common among males as among females, 30 per cent compared with 16 per cent; and subjective symptoms were described nearly twice as frequently for females as for males, 27 per cent compared with 14 per cent. This dif ference by sex reflects in part the much higher percentage of children and young adults among the males than among fe males, since the frequency of specific problems varied with age.
Behavior problems were reported for about one-half the boys under 20 years of age and approximately 40 per cent of the girls in this age group. Among adults, this type of problem was much less frequent for both sexes but remained higher for males except in the age group 60 years and over.
Situations involving social or personal relationships were reported for boys up to 20 years of age less frequently than for girls. For the latter, about one-fourth of the problems were in this category, a frequency nearly twice that noted for boys. However, among adults 20-39 years of age, the percentage of men and of women whose problems were concerned with inter personal relationship was nearly equal and was one-fifth of the total. At older ages, the percentages for men were slightly higher than for women.
The symptoms or signs of emotional disturbance or mental disorder which were classified as subjective sensations were re ported chiefly for or by adults. The symptomatic complaints in-and was 28 per cent of the total. For men aged 20 to 39 years of age, subjective sensations were less frequent, 19 per cent of the total, and were reported with the same frequency as be havior problems and interpersonal relationships. In the old age group, one-fifth of the men and women were described as having these symptomatic complaints.
Some of the other types of problems show a rather high fre quency for one or two age groups. In the category termed " movement disorders," speech difficulties, and problems asso ciated with habit training are included. Boys with problems in this category, were 19 per cent of those under 13 years of age, but only 7 per cent of girls in this age group had these prob lems. Problems having a physical basis, such as crippling con ditions, heart disease, etc., and physical complaints interpreted as probably being a somatized disturbance comprised 9.0 per cent of the male and 11.9 per cent of the female cases. These problems were relatively infrequent at younger ages, and in creased with advancing age, especially for men and at age 60 years and older, one-third of the men needed help because of a physical problem.
Depression had been diagnosed or seemed indicated for about three times the percentage of women as of men, 18.5 per cent against 6.4 per cent. Approximately one-fourth of the women 40 to 59 years old and of those 60 years or older, were classified as cases of depression, and the percentage among women 20 to 39 years old was 17. The maximum frequency among men was 17 per cent for the age group 40 to 59 years, and among younger and older adult men, respectively, the percentage was only 6.9 and 8.0.
It should be emphasized that these figures on relative fre quency of the different problems according to sex and for differ ent age groups cannot be used as measures of relative incidence of the various conditions by sex and age in the population of the community. Many different factors are operating to direct a case to the attention of the telephone referral service and the selective effect of these factors with respect to the various prob- The age curves for persons whose problems involved social or personal relations show a very high concentration at ages 20 to 39 years for both men and women. A very similar concentra tion of cases in this age group is shown for the cases classified in the " subjective sensations" category. For the latter group, the percentage of cases decreased less at ages 40 to 59 years than the percentage among cases with problems of interpersonal relations. For both types of problems a higher percentage of women than of men were in the age group 40 to 59 years. Very few cases under age 20 years of age of either sex were in the " subjective sensations" category, but in the " interpersonal rela tions" category, 31 per cent were boys and 21 per cent were girls under 20 years of age.
It is noteworthy that the age distribution for men and women in the special category of " depression" cases differed only slightly, although the number of women was more than three times the number of men. Most of these cases were between 20 and 59 years of age. Under 20 years of age, the percentage for boys (12 per cent) was higher than for girls (4 per cent).
DISPOSITION OF CASE
The great variety of problems brought to the BMHIS obvi ously required the use of a wide range of resources in making referrals or recommendations for these persons. Furthermore, it was necessary not only to be able to interpret the situations de scribed by callers, but also to be familiar with service policies of the available resources in order to give effective referral serv ice, especially since the services of resources in this community are highly specialized as to problems and age of patients cared for. The list of resources used is much too long to be included here, but, for a detailed list of facilities classified by types of services, the numbers of referrals are shown in Appendix Table III according to sex and age of cases. However, for the purpose of discussion, the resources used have been grouped into a few broad categories, as shown in Table 17 . Two-thirds of the cases7 were referred to a private psychi atrist or a psychiatric or guidance clinic for outpatient treat ment or diagnostic consultation. A private psychiatrist or an independent fee-charging clinic was recommended most fre quently (25 per cent of cases); a community psychiatric clinic was recommended for 22 per cent of cases and a guidance clinic for 16 per cent. In a few cases, 2.5 per cent, a choice of outpa tient psychiatric service was given the caller. However, many callers were given a recommendation for more than one resource 7 No service referral was made or none was recorded for 63 calls. Eleven were referred to other information agencies; the request was unrealistic or service unavail able for 7; suggested resource was not accepted by 9; advice, but no referral, was given for 7; calls for service referral were incomplete for 14; and the referral was not recorded for 15. of the same type, but these are not included as a choice of service.
Disposition of the case involved inpatient psychiatric care for 90 persons, or 8.2 per cent of all cases. These included 51 persons for whom a recommendation of hospitalization was made by the information service. For the other 39 cases, the caller had turned to the information service for advice about hospitalization, especially to discuss whether to accept treatment in a State Hospital or to seek an alternative.
Only 26 per cent of the cases were given no referral or advice about psychiatric treatment. Types of referral for these were as follows: a rehabilitation service, psychological service or special school, 5.1 per cent; medical service, 6.2 per cent; hos pital social service, 2.7 per cent; welfare or social service, 6.6 per cent; and other community resources, including nursing homes, 5.2 per cent.
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The Milbank Memorial Fund Quarterly Any referral for psychiatric service was given priority in classifying cases by type of referral, and the service most di rectly related to care for a problem was considered primary for other cases. But, as shown in Table 17 ,120 supplementary re ferrals were made, or about 11 per cent received more than one referral. The largest number of supplementary referrals was to a social service agency, and, including these, 11 per cent of the cases were advised to go to one of the family agencies in Brook lyn or to the Welfare Department.
Types of referrals for males and females are shown in Table  18 and it is evident that there was very little difference by sex. More of the males were referred for rehabilitation or psychologi cal service, 7.8 per cent compared with 2.4 per cent of the females. This is because children were a larger proportion of the male cases and many of the young boys were referred for psychological service or to special schools. ( See Appendix Table  III .) A larger percentage of women than men were referred to a social agency or other community resource, including nursing homes and homes for the aged.
A small number of those inquiring about service were advised to return to the resource where care had been obtained previ- Table 18 . Only 4 per cent were referred to a previous resource; and the major ity of these were persons who needed some explanation and reassurance to continue outpatient psychotherapy. The type of psychiatric service to which persons were re ferred varied considerably by age of the case, although referrals for some kind of psychiatric service were given to approxi mately the same percentage of persons in all age groups (73 to 79 per cent) except the group aged 60 years and over (44 per cent). As shown in Table 19 , nearly one-half of the children and more than one-fourth of the teenage group were referred to guidance clinics, but only 10 per cent of persons aged 20 to 39 years were refererd to guidance clinics. Private psychiatry was recommended for 22 to 30 per cent of each age group except the children for whom the percentage was 14. The percentage of persons for whom a mental hospital was recommended or discussed increased steadily from 4 per cent of the age group under 13 years to 11 per cent of the group 40 to 59 years of age. Among the relatively small group 60 years or older (72 per sons), inpatient psychiatric care was advised for only 7 per cent but a large percentage (33 per cent) was referred to a resource for residential care. These differences in referrals according to age reflect the asso- 1 Referrals exceed the number o f cases because a case may have been referred to more than one type o f service.
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2 Total with referral known includes 29 cases with the problem not revealed. 3 Includes cases discharged or to be discharged from mental hospital for which further service was desired.
4 Included also in one of the problem categories.
ciation between age and type of problem that was discussed previously. Table 20 shows the referrals and recommendations given for cases classified according to the problems and complaints de scribed. Hospitalization was recommended for a relatively high percentage of persons in the subjective sensations category, 12 per cent; and hospitalization also was discussed for 16 per cent of cases with a previous psychiatric diagnosis and 10 per cent of those for whom the caller asked advice about specific psycho therapy. In addition, 60 per cent or slightly more of the persons in these categories were referred to outpatient psychiatric treat ment services, not including guidance clinics. For the other problem categories, referral to an outpatient psychiatric service was somewhat less frequent and was given for 43 to 54 per cent of the cases except for those in the miscellaneous category for which these referrals dropped to only 17 per cent.
Referrals to guidance clinics were made for 30 per cent of those with movement disorders and 26 per cent of the behavior problem cases. Many of the children had problems in these categories. Also, 17 per cent of the persons with problems in volving social or interpersonal relations were referred to guid ance clinics. This category of problems included persons of all ages and referrals were distributed among all types of resources, including 14 per cent to psychological and rehabilitation serv ices and 20 per cent to social service agencies. R esults R eported for Followup Sample A telephone followup was attempted for two selected groups of inquirers who called in October, November, or December, 1956. The two groups were: (1 ) persons who called about them selves and gave ages from 20 to 44 years; and (2 ) parents who called about children under 15 years of age. There were 69 self calls and 51 parent-calls and a contact was made with a mem ber of the family, not always the inquirer, for 49 self-calls (71 per cent) and for 41 parent-calls, 80 per cent.8 The followup information was obtained from 8 to 19 months after the initial inquiry, and for 84 of the cases at least one year had elapsed.
The self-call sample of 49 persons did not differ significantly from all self-calls by persons in this age group with respect to the distribution of problems and symptomatic complaints. The child sample of 41 parent inquiries for service also was similar to the total inquiries for this age group from non-agency sources, although these parents reported fewer behavior prob lems (44 per cent compared with 54 per cent), and reported more problems classified as " subjective sensations" or inter personal relations, 29 per cent compared with 19 per cent. Thus, with minor differences, the problems of this sample of 90 calls may be considered typical of these two groups.
Information reported on followup indicates that some contact had been made with 74 per cent of the 92 resources to which 88 of the 90 cases had been referred.9 See Table 21 and Figure  8 . However, 29 per cent of the applications made to the referral resource were not accepted. Refusals were much more frequent for the children (46 per cent) than for the adults (18 per cent). Nonacceptance for treatment was by outpatient psychiatric services or guidance clinics except for one refusal of service by a social agency.
Many who were not accepted by the suggested resource ob tained treatment elsewhere, and others obtained treatment without having gone to the referral resource. Of the adults, seven out of eight reported some treatment or service; and care was reported for four out of five of the children.
Some persons who had an initial service from a referral re-lacking. Two self-callers gave no name, three self-callers and two parents stated they had no phone, and two self-callers and one parent who gave no address or phone number were not listed in the telephone directory. Other cases not followed appar ently had moved and could not be reached by telephone. 9 For two adults the calls were not completed and there had been no referral. One woman " wanted to talk with someone," but broke off the call and did not call back; on the followup call, she gave no information. One young man under treatment by a private psychiatrist who wanted less expensive treatment failed to make a repeat call to obtain a recommendation; on the followup call he reported that he had ap plied at several psychiatric clinics and had not been accepted, but still wanted psychoanalysis. These two cases are omitted in the tabulations of information ob tained on followup of referred cases. 1 Two adults with no referral are omitted. Four adults were referred to two resources so that there were 92 specific referrals for 88 cases.
2 Includes 1 case with contact at referral resource who could not afford the service. Fig. 8 . Percentage of suggested resources that were contacted by cases and the percentages of cases that received some initial service at the referral re sources, other resources or no service.
source, and also some who went to another resource, were trans ferred or stopped treatment and sometimes sought another service. The various steps taken before the principal treatment was received cannot be described. However, the principal type of treatment reported, with preference given to psychiatric care, is shown in Table 22 and classified as to whether it was received from a referral or other resource.
It is noteworthy that five of the 86 cases had been in a hos pital in the interim, and three were still inpatients. Hospitali zation had been advised for three of them; one had been referred for outpatient psychiatric care and one for medical care. Out patient psychiatric or guidance service was reported for 62 cases but only one-third of these were treated at the referral resource. It is of interest that only two of the 24 cases referred to a guidance clinic received treatment at the clinic to which referral was made. For six cases, medical care was the primary service and four were treated where referred, although one case had been referred also for outpatient psychiatry and was not accepted for that service; and three cases received service from a community agency, of which two were the referral resource.
Although many persons did not have their principal service from the referral resource, this should not be interpreted as a failure of the BMHIS nor necessarily as inadequate response from the resource. Nonacceptance by a referral resource was re ported for only 20 cases, of which 13 were children, but 44 of the 70 who received some type of outpatient service (63 per cent) did not have their principal service from a referral re source. Some cases were referred for diagnosis or consultation, or to a medical service for referral to a psychiatric facility. After evaluation, these and other cases were directed to more suitable resources.
The condition of cases reported at the time of the followup calls is summarized in Table 23 . Slightly more than half were reported as improved, but the condition was not reported for 20 per cent, and some of these may have been improved. Since
The Milbank Memorial Fund Quarterly 0 One case with a multiple referral for outpatient psychiatry and for medical service was not accepted for psychiatry but had medical service at the resource suggested.
this is either a self-evaluation or evaluation by a relative, pre sumably improvement indicates more acceptable functioning. In some cases, the disturbing situation had been completely resolved. For approximately one-fifth of the cases, the infor mant reported no improvement in condition.
Except for the six persons discharged from treatment, all of whom were improved, there was no significant association be tween current treatment status and the reported condition of the case. One-half of those still under treatment were improved and one-half of those who had had no service were improved. 
Summary D iscussion
Information recorded about inquiries made to the telephone information service of the Brooklyn Mental Health Association was tabulated to describe the characteristics of the population served and the types of problems and individual complaints pre sented to the answering informant for advice or referral for service.
Inquiries on behalf of 1,166 persons were made during an eleven-month period, July, 1956 , through May, 1957 . Nearly one-half (47 per cent) of the calls were from relatives, includ ing parents who made 25 per cent of the calls to obtain advice about care for young children or teenagers. More than onethird of the calls (36 per cent) were made by persons who wanted help for themselves. A small number of calls (6.2 per cent) came from friends, physicians, or other individuals not related to the person for whom a service was needed. For the other 11 per cent of cases, the inquiry came from a social service agency or from a medical or other community service resource.
Although a limited number of calls were made by represent atives of community agencies, 43 per cent of the callers had been referred to the telephone information service by a service resource. There is no information available as to the selection of cases referred and not advised directly. Many of these probably had been turned away as not acceptable by the agency and the inquiry at the information service was one more step in a search for a treatment resource. In this community, service resources tend to be highly specialized with respect to the age of the patient, type of treatment, or type of problem treated. This telephone service was called on to give information about re sources for every kind of problem for persons in every age group.
Children and adolescents comprised 27 per cent and adults in the age group 20 to 39 years were 42 per cent of the popula tion served. Only a few calls (7 per cent) concerned service for persons 60 years of age or over. Among children aged 12 years or younger, boys predominated nearly 3 to 1. The sex-ratio dropped with advancing years and over the age of 40, more than twice as many calls were about women as about men.
When related to the white population of Brooklyn, (only 3 or 4 calls were about nonwhite persons), the annual rate per 10.000 population is 4.7 for males and 5.3 for females. Rates by sex and age show a maximum for boys 13 to 19 years of age, 8.1 compared with 5.3 for girls of this age; and the second highest rate is 7.1 calls per 10,000 females aged 20-39 years compared with 6.2 for males. For children under 13 years of age, calls about boys were at the rate of 5.4 per 10,000 and only 2.0 for girls. After age 40, the rate for men decreased sharply but for women aged 40 to 59 the rate remained high, 5.5 per 10,000.
These rates measure the demand for service that was chan neled through the information service and are not measures of the prevalence of disorders and disturbing problems in the population. Even the relative frequency of calls for the different sex-age groups undoubtedly is affected by unknown selective factors. Thus, the greater frequency of calls for young than for old people could be due to lack of knowledge on the part of the public about available services or to more difficulty in ob taining appropriate service for children and young adults. No data are available on the number of persons in Brooklyn who receive some kind of psychotherapy or psychological service in a year to which the volume of calls to the information service might be compared. It is noteworthy, however, that calls for information were at an annual rate of 5 per 10,000 population which is one-half the rate for first admissions of Brooklyn resi dents to State hospitals.10 But hospital admissions include a high percentage of the older population, whereas most of the calls for information were for children and young adults for whom treatment might have significant preventive benefits.
Some previous treatment related to the problem described 10 The first admission rate for the fiscal year ending March 31, 1957, was 100.7 per 100,000 population. The rate for the white population of Brooklyn is not avail able in the published Annual Report of the New York State Department of Mental Hygiene.
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was reported for approximately one-half of the cases. Nearly 5 per cent were inpatients of a mental hospital or correctional institution and 13 per cent were former inpatients. Another 15 per cent had been to outpatient psychiatric or guidance clinics, and 10 per cent had had treatment for their complaints at a medical service.
A minority of the calls were requests for information about a specific type of treatment service, and 68 per cent of those who called described a situation or complaint for which advice about obtaining service was wanted. Specific services about which in formation was requested included: hospitalization, 3 per cent; psychotherapy, 4 per cent from a private psychiatrist and 12 per cent from a clinic or unspecified source; psychoanalysis, 1.4 per cent; shock treatment, 1.1 per cent; and treatment for prob lems such as mental retardation, crippling diseases, alcohol or drug addiction, 6 per cent.
With some difficulty, the problems, situations, symptoms and complaints described by the callers, including those who asked for a specific service, were classified in ten broad categories. For 61 per cent of the cases, the calls were concerned with problems of behavior, of social or interpersonal relationships or with situations involving subjective sensations, such as anx iety, fear, and depression. These three types of problems ac counted for 60 to 70 per cent of the cases in each age group except 60 years and older. For persons under 20 years of age, behavior problems were described most frequently. These in cluded disturbed behavior, quarrelsomeness, sleep disturbances, school difficulties, lying and stealing, etc. and accounted for 45 per cent of the cases in this age group. Among adults, subjective sensations and interpersonal relationships were the most fre quent causes of complaints. For the age group over 60 years, physical problems and a place to live and be cared for, were frequent causes for seeking a service, but for 39 per cent, the problems were in the three major categories.
Problems having a physical basis and those clasified as somatizations, such as headache and gastro-intestinal disorders were 10 per cent of the total. Movement disorders, chiefly speech and habit-training difficulties, were reported for only 4 per cent of the total, but were causes for a need for service for one-sixth of the children 12 years old or younger.
A very wide range of resources was used in making referrals or recommendations. One-fourth of the cases were referred to a fee-charging clinic or a private psychiatrist; 22 per cent were referred to a community psychiatric clinic and 16 per cent to a guidance clinic. Hospitalization for psychiatric treatment was recommended for nearly 5 per cent of the cases, and advice con cerning hospitalization was given for 3 per cent. The situation called for emergency hospitalization only rarely, but referral to the admitting office of the psychiatric service in a city hospital was made for 33 cases. Four per cent of the cases were referred back to the resource which previously had given some service. In 12 per cent, the principal referral was to a welfare or other community agency.
It seems evident that in order to give effective service to those who call, the person staffing a telephone service must be familiar with treatment for a wide variety of complaints and with the resources which provide different types of treatment. Furthermore, very good judgment and understanding are re quired to interpret the problems which are articulated by the inquirer and to evaluate them for the purpose of referral to a service resource.
Information about what had happened to 88 cases during a year or more after being referred in October, November, or December, 1956 , was obtained by a telephone followup to per sons aged 20 to 44 years who called about themselves (47 cases) and to parents who called about children under 15 years of age (41 cases). The followed cases were three-fourths of the se lected sample; one-fourth could not be reached and apparently most of these had moved.
Referrals to 92 service resources had resulted in applications for care at 74 per cent of these resources. However, 29 per cent of the applications were refused, but in more than half of these instances some service was obtained at another resource. Nonacceptance for service was reported most frequently for applica tions made to child guidance clinics.
Some persons who did not go to the referral resource sought other treatment and some of those accepted by a referral re source were referred elsewhere after evaluation of the problem. Of the adults in this sample, seven out of eight reported having had some treatment or service; and care was reported for four out of five of the children. It is of interest that of the 62 cases for which the principal treatment was received from an out patient psychiatric or guidance service, only one-third were treated at the referral resource.
At the time of the followup, the condition was reported as improved for three-fifths of the cases, as not improved for onefifth and no information was given for one-fifth.
The high proportion of persons in the followup sample who received help may not be typical of the total population served by the BMHIS. One might expect the motivation to be rela tively strong for self-callers and parents but three-fifths of all calls were of these types. Also, the " not found" group in the original followup sample may have included many who failed either to seek or to obtain service from a referral resource.
No overall evaluation of the value of a telephone referral service to those who used it or of the need for it is possible from the statistics given in this report. It gave constructive help to a fairly large number of people who apparently were uncertain about their needs and confused about finding service for a variety of problems. The information service was called on to interpret psychiatry and to give reassurance to many inquirers, and, it also had to evaluate the complaints presented before making a recommendation. 
